Background. According to the Global Burden of Oral Conditions in 1990-2010 report, oral diseases are highly prevalent. Tooth loss is also a prevalent oral condition. Poor oral health compromises healthy aging, as it impacts an older person's quality of life and general health.
The main oral health problems around the world continue to be dental caries and periodontal diseases. Dental biofilm is an important biological determinant common for the development of both diseases. The diseases share common risk factors and social determinants that are essential for their prevention and control. According to the Global Burden of Oral Conditions in 1990-2010 report, oral diseases are highly prevalent, collectively affecting about 3.9 billion people around the world, thus representing major oral public health problems. In that study, the most common disease of all conditions evaluated, and with the highest burden of disease globally was untreated dental caries in the permanent dentition, affecting 35% of people in all age groups, while severe periodontitis was the 6 th most prevalent condition, affecting 11% overall. [1] [2] [3] [4] As chronic diseases are cumulative throughout life, once they occur, their manifestation persists throughout life, so the results are more likely to be observed among the elderly. Its main consequence is tooth loss, which is also a prevalent oral condition; in fact, severe tooth loss is the 36 th most prevalent condition, with an overall estimate of 2%. 5 In recent years, progress in the prevention and treatment of dental caries and periodontal diseases has resulted in better oral health and greater retention of teeth in the adult population. However, the aging of the population and the growing expectations of a good quality of life related to oral health at an advanced age pose enormous challenges for society in general, as well as for clinical care and the health systems in particular; since there are several demands and health needs specific to older adults that need to be covered. 6, 7 To achieve this, it is necessary to have highly qualified economic, technological and human resources. 8 Therefore, due to the increasing number of older adults, the need to carry out epidemiological studies on oral health centered on this population has arisen. 9 One of the first steps in planning dental services is to compile up-to-date information on the prevalence of oral diseases. With this information, it is possible to evaluate future treatment needs and service demands. At the same time, estimating the need for treatment is an essential requirement in planning oral health care. With regard to tooth loss, standard treatment involves the placement of prosthetic devices such as total or partial prosthesis. 10 According to recent research, there is strong evidence of an association of low socioeconomic position with an increased risk of having dental caries experience and a higher prevalence of periodontitis. This is typical of the phenomenon known as "socioeconomic inequalities in health", which refer to the different health-related opportunities and resources that people of different social classes have. The most disadvantaged groups present a worse state of health than their better-positioned counterparts, a situation which has its origin in the inequalities of the economic and social policies that exist in society. 11 In this regard, studies carried out in several countries around the world, both developed and developing, reveal the existence of socioeconomic inequalities in various aspects of health, observing that the socioeconomically disadvantaged population is the one with the lowest levels of health. 12 Several studies on dental prosthetic needs have been conducted in several countries, principally in developing ones. For example, in India, Bhardwaj et al. found that in a sample of adults aged 18-58 years, 33.2% had prosthetic requirements and that these were associated with their socioeconomic position. 13 Another study reports dental prosthetic needs in 81.2% of people aged 60 and over. 14 In Saudi Arabia, Peeran et al. performed a study in adults aged 35-74 years and observed that about 56% of the participants had dental prosthetic needs. 15 On the other hand, in Thailand, prosthetic needs reach 60% in subjects aged 60-75 years. 16 The determination of prosthetic needs in Mexico is a little-explored subject so the objective of the present study was to determine the influence of various indicators of the socioeconomic position on prosthetic needs in elderly Mexicans of 60 years and over.
Material and methods

Design and study sample
A cross-sectional, observational, analytical study was performed on subjects aged 60 years and over in 2 nursing homes and a club for the elderly located in the city of Pachuca, Hidalgo, Mexico, where several oral health indicators were measured. Part of the methodology has been previously published, covering various oral health topics. [17] [18] [19] [20] [21] Once the appropriate permits had been obtained, the subjects were invited to participate in the study. They were informed of the objectives of the investigation, the confidentiality of data management, and instructed that they could stop participating at any time. The inclusion criteria were: 1) people who wished to participate in the research and they or their relatives authorized it; 2) people who were enrolled in the aforementioned groups; and 3) have lost at least 1 tooth, whereas the exclusion criteria were: 1) they had any auditory or language defects that made the interview difficult; and 2) with a physical disability that prevented the oral examination. No sampling was performed; the participants were all volunteers who agreed to participate in the study. The total sample at baseline consisted of 151 subjects. Out of these, 13 refused to take part in the study or were disqualified according to the criteria so in the end 138 subjects were studied.
Variables and data collection
The dependent variable was formed by the state of tooth loss and the use of any dental prosthesis, which was dichotomized as: 0 = subjects with loss of teeth, but rehabilitated with a dental prosthesis; and 1 = subjects with loss of teeth and in need of a dental prosthesis (not rehabilitated). Questionnaires were used to collect information on sociodemographic variables such as age, sex, and marital status as well as socioeconomic variables such as type of nursing home, health insurance, schooling and retirement/pension social benefits; in addition to various behavioral and exposures factors such as frequency of dental brushing and presence of chronic diseases (multimorbidity).
To determine the status of the dentition (missing teeth) and the needs for dental prosthetics, a clinical examination was performed on each of the subjects. Clinical examinations were performed by a single examiner who had been previously standardized and trained in the criteria, using a flat dental mirror and a WHO-type periodontal probe, with the patient comfortably seated in a room with an artificial light.
Analysis of data
The information collected from the questionnaires and the clinical examination was analyzed in Stata 13.0 ® . First, a descriptive analysis of the sample was carried out, reporting measures of central tendency and dispersion for the quantitative variables as well as the frequency and percentages for the qualitative variables. Subsequently, a bivariate analysis was performed to determine the existence of differences in the distribution of dental prosthetic needs and independent variables using the  2 test with the level of significance p < 0.05.
Ethical Considerations
The completion of this study was complied with the specifications of the general health law in research of Mexico and with the scientific principles of Helsinki. All individuals signed an informed consent form. The protocol was approved by the Postgraduate and Research Unit of the Academic Area of Dentistry of the Autonomous University of the State of Hidalgo (UAEH-DI-ICSA-ODO-CF-008).
Results
The results of the descriptive analysis are shown in Table 1 . The mean age was 79.03 ±9.81. Most subjects included were women (68.8%). Almost half (44.9%) of them were divorced or widowed at the time of the survey. More than half (53.6%) had no access to health insurance. Out of the elderly people in our sample, 64.5% had failed to complete even elementary schooling. The majority (60.1%) attended a publicly funded nursing home. Only 1 in 5 had the social benefit of being retired/pensioned. 27.5% of subjects had multi-morbidity. Just over a half reported brushing their teeth at least once a day. Table 2 shows the description of tooth loss (at least 1) and the state of oral rehabilitation. With this data we determined that the prevalence of dental prosthetic needs was 53.6%. Table 3 shows the results of the bivariate analysis. The variables that show significant results were related to the socioeconomic position. Thus, greater dental prosthetic needs were observed when the subject did not have access to health insurance (68.9% vs 35.9%) than when they did (p < 0.001). Likewise, the percentage of dental prosthetic needs was higher in those with incomplete elementary schooling (64.0% vs 34.7%) than in those with more extensive education (p < 0.01). Subjects attending a publicly funded nursing home had higher dental prosthetic needs * -It refers to subjects who had at least 1 missing tooth and were not rehabilitated with any type of dental prosthesis.
(63.9%) than those who attended a private nursing home (58.1%) or a club for the elderly (12.5%) (p < 0.001). Finally, if they did not have the social benefit of being retired/pensioned, they had a higher prevalence of dental prosthetic needs (62.5% vs 26.5%) than those who were retired/pensioned (p < 0.001).
Discussion
The results of this study in a sample of elderly Mexicans showed a high need for dental prosthetic care (53.6%), which was associated with various indicators of socioeconomic position. In other studies, a prevalence ranging from 33.2 to 81.2% has been observed, depending on the population group studied. [13] [14] [15] [16] Although there have been substantial improvements in the oral health of populations in several countries, different dental problems persist worldwide. The burden of oral diseases is particularly high in socioeconomically disadvantaged populations, which can be observed in both developing and developed countries. Oral diseases such as dental caries, periodontopathies, tooth loss, oral mucosal lesions and oropharyngeal cancers, oral diseases related to human immunodeficiency virus/acquired immunodeficiency syndrome (HIV/AIDS) and dental trauma injuries are important public health problems worldwide, and it has been shown that poor oral health has profound effects on health and quality of life. 22 Despite this scenario, the World Health Organization has demonstrated the existence of limited availability or inaccessibility of oral health services, which makes its utilization rates particularly low among some vulnerable groups of the population. Also, it is estimated that in high-income countries the curative dental care consumes between 5 and 10% of public health expenditure. 23 The impact of the socioeconomic position on different oral health indicators has been amply demonstrated. 7 Similarly, studies in India have also revealed that dental prosthesis requirements are increasing among subjects with the lowest socioeconomic position. 13 In this sense, we find 4 variables that refer to the socioeconomic position (health insurance, schooling, type of nursing home and retiree/pensioner). The exact mechanism by which the socioeconomic position of the individuals or the context in which they live is associated health effects is not very clear, because the socioeconomic position is a multidimensional construct. 12 Some authors have proposed several mechanisms to try to explain this association. For example, a molecular basis such as the modulation of the immune system response via infections. 24 Other authors mention the influence of the various exposures of the community in which the subjects live. For example, in neighborhoods characterized by low educational level, health outcomes are modified, even independently of the level of schooling and social class. A combination of community and individual measures is also possible. 25 Other researchers say that health can be affected by unhealthy lifestyles and behaviors as well as by access to poor quality services for people with poor socioeconomic status. 26 Social pressure to maintain esthetics and function may be the driving force that influences subjects of better socioeconomic position to replace their missing teeth. In addition to this, a more positive attitude toward dental care, awareness and the cost of dental treatment could also be an important factor determining a person's dental prosthetic condition. 13 In this sense, in Mexico, it has been consistently observed that the subjects with the best socioeconomic position are also those who use dental health services more than their counterparts with the lowest socioeconomic position, both preventive and curative services. 27 In Mexico, oral diseases such as dental caries and periodontal diseases remain the main public oral health problems in the general population, and are the most common reason for the extraction of teeth in the adult population. 28 Consequently, the prevention and control of these diseases as well as the prevention of tooth loss is a commitment of oral health workers in the population and in individuals. Prosthetic rehabilitation with conventional complete dentures or with removable dentures results in an overall upgrade in patients' quality of life. 
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Conclusions
Based on the results obtained in the study, we can conclude that this sample of elderly people presented high dental prosthetic needs, in more than half of the subjects studied. Also, it was observed that variables indicating the socioeconomic position had a great impact on dental prosthetic needs, which represents the existence of inequalities in oral health. It is necessary to eliminate the barriers (such as economic, access, geographical) that prevent people with a worse socioeconomic position to rehabilitate their dental status, and thus reduce oral health gaps between different levels of socioeconomic position.
